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INTEGRATING A NOVEL CURRICULUM FOR TEACHING PEDIATRIC 
PHYSICAL EXAM  
PAULA KENNEDY  
ABSTRACT 
Physician Assistant (PA) students undergo a rigorous educational curriculum 
consisting of both clinical and didactic instruction to prepare them for their role as a 
general health care provider. In order to complete training as a general health care 
provider PA students must learn a wide array of general medical knowledge and clinical 
skills so that they are able to use their judgment and skills in any area of practice or 
specialty.  More specifically, PAs are expected to identify and effectively treat pediatric 
disorders that are within the knowledge and skills obtained during their qualified 
education.  In medicine, perhaps the most important diagnostic tool is the ability to 
properly perform an effective physical examination.  
 Historically, within PA program curricula, methods to optimize performance of a 
pediatric physical examination have been poorly represented.  The pediatric population is 
unique in that the approach to the patient, as well as the techniques used to gain 
cooperation from the patient, may change drastically through normal child development.  
Having a wide array of techniques and skills to comfort and engage the pediatric patient 
is critical in performing the physical exam. Formal training in this area will better prepare 
PA students for any setting in which a pediatric patient will be encountered and enable 
them to deliver effective pediatric care. The objective of this project is to develop a 
curriculum that will focus on a mastery of skills needed to successfully perform a 
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pediatric physical exam.  The proposed curriculum will educate PA students in an 
understanding of age-appropriate strategies to be used while examining pediatric patients 
from birth through to mid-childhood (8-years old) that will meet the expectations of 
current pediatric practices. 
 A literature review provides the basis for the curriculum.  The curriculum will be 
integrated at the end of the PA student’s didactic curriculum, prior to beginning their 
clinical rotations.  Assessment will include a needs assessment for the curriculum, 
gauging the comfort of students performing the pediatric physical exam, and 
preparedness of the students for their pediatric clerkship. Student success will be 
evaluated through a pre and post-test comparison, clinical skills evaluation, as well as a 
questionnaire surveying student comfort level and knowledge of strategies with the 
standard curriculum in comparison to student comfort level and knowledge of strategies 
after specialized training with the newly developed curriculum.   It is predicted that that 
the new curriculum will better prepare PA students for their pediatric clerkship and 
practice.   
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INTRODUCTION 
Background  
The physical exam is an essential part of most medical encounters, as it is an 
invaluable diagnostic tool.  The ability to properly and successfully perform the physical 
exam is an essential skill that all PA students must learn. Though seemingly simple, 
performing a physical exam requires engaging the patient, establishing his/her trust, 
diminishing his/her anxiety, and enabling him/her to set aside vulnerability inherent to 
the examination.  For most adult patients, this process is usually straightforward. 
However, examining a young pediatric patient who is less able to understand medical 
logic, less trusting of strangers on a developmental level (stranger and separation 
anxiety), and who may have developed negative associations with medical practitioners 
in the past (for example, receiving immunization shots) may present a number of 
challenges for even a seasoned practitioner.   Opportunely, there are strategies that a 
clinician can implement, which may lessen a child’s negative response to the practitioner 
and/or the exam itself 
Prior to beginning clinical rotations most PA programs have a pre-clinical 
transition course dedicated to clinical skills enhancement.  This presents as a perfect 
opportunity for integration of the Pediatric Physical Exam curriculum, as it is prior to the 
students’ pediatric clerkship, but after the introduction to general physical exam skills.   
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Statement of the Problem 
Current PA programs’ curricula include instruction of skills and techniques for 
performing the adult physical examination but are deficient in instruction of the pediatric 
physical exam.  Specifically, programs do not focus on training students to relate to 
children using techniques that both reduce anxiety and engage them in the exam process. 
A review of the literature in pediatrics and medical education reveals a gap in methods 
used to implement a curriculum for effectively performing all aspects of the pediatric 
physical examination, including strategies and techniques to comfort the pediatric patient 
and successfully complete the examination.  Furthermore, the lack of such information in 
the medical literature contributes to the gap that PA students have in learning essential 
information about examination skills at a critical time in their educational training.  	  
There are many techniques that are described in textbooks, articles, and videos, 
however, these are generally not readily available and are not reinforced through direct 
instruction.  The pediatric clerkship is an ideal opportunity to perfect the pediatric 
physical examination, but students will need to first learn strategies that can be used to 
aid in successful completion of the exam.	  
 
Hypothesis 
PA students trained to employ specific strategies are more likely to be comfortable in 
approaching and examining a young pediatric patient and successfully complete a 
pediatric physical examination compared to untrained PA students.  
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Objectives and specific aims 
As part of integrating a novel curriculum for teaching the pediatric physical 
examination to PA students, PA students will learn to use previously-developed strategies 
for establishing rapport and conducting the physical exam on the pediatric population 
from birth through mid-childhood (8 years old).   This process is a continuum of 
interaction that involves the PA student, the medical team, the patient and the caretaker. 
The goals of the curriculum will be to successfully enhance the comfort level of the 
examiner to perform a pediatric examination and to increase the likelihood of completing 
a pediatric physical examination without distressing the child.   
 
1. Integrate an innovative curriculum into PA programs’ core didactic curricula to 
strengthen the PA students’ ability to effectively perform the pediatric physical 
examination. 
2. Measure PA students’ knowledge acquisition on the pediatric physical exam. 
3. Measure PA students’ competencies related to pediatric physical exam. 
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REVIEW OF THE LITERATURE 
Overview 
The Accreditation Review Commission on Education for the Physician Assistant 
(ARC-PA) requires that PA students be fully competent in pediatric care. This includes 
but is not limited to: normal growth and development, developmental milestones, and 
abnormal growth and development1. Furthermore, ARC-PA also requires competency in 
performing the correct and appropriate physical examination throughout the lifespan of a 
patient1. The adult physical exam is repeated time and time again on each clinical 
rotation; however, one single rotation in pediatrics is simply not enough to master the 
techniques without a proper knowledge base from which to start. This fundamental base 
should be taught as part of the core didactic curricula, which must include specific 
strategies for evaluating pediatric patients, who may be averse to being assessed.  The 
core didactic curricula should incorporate techniques used in the examination of adults as 
well as age-appropriate strategies that experienced providers use to evaluate the pediatric 
patient as well. Furthermore, Whipple et. al2 found that an introduction to clinical skills 
before the clinical portion of students’ education improved comfort level before 
beginning rotations3. 
Many PA students are under the impression that their only interaction with the 
pediatric population will be during their clinical year on a pediatrics rotation. Though it is 
true most of a student’s specific training with the pediatric population will be during the 
pediatric clerkship, there will be numerous other times to interact with children during the 
PA student’s clinical year, and some PAs will care for children as part of their PA career 
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as “changes in health care are forcing pediatricians to look to other health care providers 
to deliver quality care”1. Additionally, PA students and providers will encounter pediatric 
patients in many specialties other than Pediatrics, such as Emergency Medicine, Urgent 
Care (UC), Family Medicine, Orthopedics, and Neurology, to name a few.  
Over 30 million pediatric patients present to Emergency Departments (ED) each 
year, with the majority presenting to community ED’s rather than specialized pediatric 
ED’s4.  A study by Langhan et. al4 found that Emergency Medicine residents were less 
prepared to handle pediatric patients and illnesses than they were with their adult patient 
counterparts.  Knowing how to comfort a child and in turn, being able to perform a 
thorough examination is essential in providing/administering emergency care. This being 
said, the ability to conduct a proper pediatric physical examination is equally important in 
an outpatient office setting as well.  Over years of practice, providers, especially those 
servicing pediatric populations on a daily basis, have developed skills and techniques that 
can be used to ease a pediatric patients’ anxiety, as well as aid in cooperation. Most of 
these techniques, if not all, have been learned over time and/or adapted from colleagues.  
With a knowledge base of strategies to gain pediatric patients’ cooperation, an 
examination can be done more effectively regardless of the clinical setting.  
Optimal examination of the pediatric patient involves learning a completely new 
set of skills about which PA students are often unaware and rarely taught.   In order to 
understand the skills that are fundamental in managing a pediatric patient during a 
physical exam, it is best to first understand the challenges inherent to young children that 
providers face when dealing with a pediatric patient. The purpose of this review is to 
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summarize why and how pediatric patients are different from adult patients, to 
understand the barriers of conducting a smooth pediatric physical examination, and to 
learn strategies for engaging children’s participation. The goal of this project is to 
implement teaching strategies for evaluating pediatric patients into a pediatric physical 
exam curriculum for PA students.   
Most students are taught, and follow, a “head to toe” approach when performing 
an adult physical exam and are under the impression that this technique can be applied to 
patients of all ages. Conversely, with a child, it is best to start with the chest and perform 
the heart and lung exam first, as the child is usually most quiet and cooperative in the 
beginning part of the exam5.  Moreover, the best time to see inside the child’s ears and 
mouth, the most threatening part of the exam to the child, is usually done at the end of the 
pediatric physical exam so as to not frighten the child immediately5.  
A challenging, and at the same time, intriguing aspect of pediatrics is the inherent 
nature of children changing drastically through normal stages of development. Their 
bodies, behaviors, expectations, and thought processes change drastically from birth 
through year one, and again in early childhood to adolescence and again through 
adolescence. This is critical to know when discussing age-appropriate strategies to 
employ when performing the physical exam. Each age group presents different 
challenges to successfully completing an examination because as the pediatric patient 
develops, their ability to engage changes6.  Although the pediatric population is 
technically defined as birth to 21 years of age7 the most challenging pediatric patients 
include the newborn, infant, and early childhood ages, which will be the focus of this 
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curriculum proposal. This means the healthcare provider must constantly adapt their 
patient interview techniques and approaches to the physical examination to provide the 
highest quality of care. Table 1 below gives an overview of the strategies that are 
recommended for each age and corresponding stage of development, when performing 
the physical examination.  
While there are key strategies for each age group (Table 1), there are also some 
common tips to always keep in mind regardless of the child’s age and developmental 
status5. The strategies that current pediatric providers use aid in the challenging task of 
making unfamiliar objects and faces seem non-threatening to a pediatric patient.  The 
ability of the student to employ these approaches during the physical exam fulfills several 
purposes. The child will feel more comfortable and more willing to participate in the 
exam, the parent or guardian accompanying the child will be put at ease, and the student, 
as the healthcare provider, will be able to perform a higher quality physical exam.  In 
addition, making a child feel more comfortable in a healthcare setting will aid in building 
longitudinal trust and a relationship with their provider.  
 
Table 1. A Summary of Age Specific Strategies for Examining Children.  
Age Strategies 
General 
concepts 
• Remove white coat and “symbols of medical world”8 
• Observe child from moment of interaction through and after 
completion of the exam8 
• Keep guardian present to maintain security9,10 and use parent if 
needed8 
• Examiner should position themselves at eyelevel to seem less 
threatening to the child10,11 
• Neurologic exam can be a way to establish rapport with a child 
before touching them9 
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• Incorporate concepts of “disguising intent”8 if needed 
• Demonstrate the use of instruments on yourself, parent, or toy first 
as a way of desensitization8,11 
• Smile frequently to seem less threatening 
• Keep sequence of exam flexible9,12, be adaptable 
• Leave the parts of the exam that are most intrusive or disquieting to 
the child for the end 
Newborn 
and Infants 
under 6 
months 
• Maintain physical comfort during examination (feeding, pacifier, 
cuddling, rocking)9 
• Talk in a soothing or playful voice8 
• Use distraction as a way of calming the child if agitated (objects, 
toys, noises, lights) 
• Take advantage of the times when the patient is quiet to auscultate9 
• Palpate abdomen when the child is quiet and muscles are relaxed9 
Infants over 
6 months 
• Stranger anxiety develops during this time- allow the child to stay 
on parent/guardians lap for most of the exam9,13 
• Use distraction as a way of calming the child if agitated (objects, 
toys, noises, lights) 
• Take advantage of the times the child is quiet to auscultate9 
• Palpate abdomen when the child is quiet and muscles are relaxed9 
• Begin the exam peripherally with feet/hands then move centrally 
and towards the head9 
Toddlers • Continued stranger anxiety during this time- allow child to stay on 
parent/guardians lap9,13 
• Make a positive comment about the child and their choices such as 
“I like your shirt” to make the child feel more comfortable and to let 
child and parent know the exam will be about the child11 
• Have the parent/guardian hold toddler close to the chest with arms 
and legs wrapped up or held down for invasive parts to the exam 
(eyes, ears, nose, mouth)9 
• Toddlers may be active or squirmy, use this time to observe 
neurologic and musculoskeletal development while the child is 
playing around the room9 
• Explain what you will do next in the exam on the child9, do not ask. 
If given the option the child will more than likely decline. 
• Begin the exam peripherally with feet/hands then move centrally 
and towards the head9 
Preschoolers • Most children have been involved in play dates/school by this time- 
Assess readiness of child to be separated from parent during exam. 
• Make a positive comment about the child and their choices such as 
“I like your shirt” to make the child feel more comfortable and to let 
child and parent know the exam will be about the child11 
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• Asking questions can be a way to involve the child i.e. what ear do 
they want to be examined first?9 
• Allow child to touch or play with medical instruments before use 
• Achieve cooperation during exam by distraction- have child “count, 
name colors, or talk about favorite activity”9 Ask about favorite 
activities, friends, school, sports etc. to gain child’s trust and 
willingness to allow close contact10,11 
• Many children are proud of their teeth at this age- use it as an 
incentive to see all the teeth and the inside of their mouth.  
• These children may have anxiety about being undressed- leave 
underwear on and move them out of the way for genital examination 
or provide gowns for covering14 
School-age 
children 
through to 
mid- 
childhood (8 
years old) 
• Make a positive comment about the child and their choices such as 
“I like your shirt” to make the child feel more comfortable and to let 
child and parent know the exam will be about the child11 
• These children are able to follow instructions as they do in school 
• Children during this age like to feel empowered- offer as many 
choices as possible to allow them to participate in the exam9,10 
• Ask about favorite activities, friends, school, sports etc. to gain 
child’s trust and willingness to allow close contact10 
• Children begin to become modest- allow for privacy undressing and 
offer gowns 
• Head to toe approach may be used9 
 
Aside from developmental and age specific strategies for performing the pediatric 
physical exam, many providers have developed their own strategies for gaining 
cooperation during the exam and using the child’s actions to asses certain parts of the 
exam.  Below are examples of these strategies that can be employed during particular 
parts of the exam. 
 
Table 2. Provider Strategies for Specific Portions of the Pediatric Physical Exam. 
Portion of 
Pediatric 
Physical Exam 
Strategies 
Vital Signs Pulse: Say to the child “I am going to see if I can give you my super 
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powers by holding your wrist” 
Blood Pressure: Say to the child “I am going to give your arm a hug”. 
Neurologic Cranial nerves and cognition: Many of the questions asked to asses 
these areas can be thought of as a game to the child by making silly 
faces and testing their knowledge9 
Deep tendon reflexes: children often anticipate or exaggerate knee 
jerk, have them try to pull their hands apart as a distraction 
Coordination/gait: Bring the child to opposite side of exam room and 
have child walk or run to their parent. 
Head, Eyes, 
Ears, Nose and 
Throat 
(HEENT) 
Otoscopic exam: ask the child “Is there a birdy in your ear? Let me 
see if I can find it.” 
Range of motion of neck: Tell the child “touch chin to each shoulder, 
look up at ceiling, look down at my shoes” 
Lung Tactile fremitus: if the child is talking or is being unwilling to 
perform and is crying take the chance to assess for tactile fremitus9 
Breath sounds: When children can begin to follow directions, usually 
around age 3, have them take deep breaths by asking “can you blow 
mommy or daddy over”(Lars Lundgren, M.D., oral communication, 
July 2015) or hold a tongue depressor and have them try to blow it 
over. If the child is crying and unable to be calmed, continue to 
auscultate and listen for when the child takes a deep breath at the end 
of each cry.9 
Abdominal Palpation: Ask the child “how soft can your belly get while I push on 
it”9 if unable to get abdominal muscles to relax.  To relieve anxiety or 
if the child is ticklish use the child’s hand when palpating. 
Musculoskeletal Range of motion: Asses while the child is playing 
Genital Inspection:It is best to perform this part of the exam as quickly and 
efficiently as possible and use gowns or drapes to preserve privacy14.  
The student/provider or the parent can explain to the child that they 
are able to examine the child because they are making sure the child is 
healthy and they have permission to do such an exam (Lars Lundgren, 
M.D., oral communication, July 2015). It is also important to reiterate 
to the child that only their doctor and mommy and daddy are allowed 
to touch or look at their private parts.  
 
Another very challenging aspect of pediatrics is simultaneously interacting with 
the parent or guardian. As a result, students must also learn to be comfortable with having 
another person in the room while performing the physical exam.   Pediatric patients can 
have a chaperone or guardian in the room until the age of 18 in most situations in the 
	   	  
 	  	   11	  
outpatient setting. Thus, students and healthcare providers must become accustomed to 
performing an exam with someone else asking questions, watching, and be able to 
redirect the pediatric patient if distracted by the other person in the room.  Goore et al15 
stated that before a visit with their physician 74% of parents felt it necessary for the 
physician to listen to questions and statements that the parent had about the child’s 
ailment.  Therefore, while the child may be the patient, most parents expect a significant 
amount of attention from the student/provider as well, posing another obstacle for the 
student during the examination. By the same token, it is often helpful to utilize the parent 
to aid in certain aspects of the exam. A study by Soares et al16 found that medical 
students self reported much less comfort in performing the pediatric physical exam than 
gathering medical history and other information from the child’s guardian. But, with the 
appropriate skills, the PA student will be calm, confident, secure, and able to efficiently 
perform the physical exam, while engaging the parent in the room, while at the same time 
using him/her for assistance instead of a barrier.  By phrasing suggestions for the parent 
such as “mommy is going to hug you very tightly” instead of “now hold their arms 
down”, the parent and child are able to feel calm and secure about the exam. 
Additionally, beginning the exam with a smile and using techniques to make everyone in 
the room laugh and relax will positively affect the pediatric patient and the exam will be 
easier, as children are likely to mimic their caregivers emotions.17 Because the caregiver 
is the child’s primary source of comfort and support,18 it is best to learn the nuances of 
interacting with the child and the parent as well when performing a pediatric physical 
exam. 
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When identifying and reacting to the behavior of a pediatric patient, engagement 
capability must be evaluated.  Wright and Stigers19 separated the stages of behavior into 
precooperative, uncooperative, and cooperative. The precooperative stage is 
characterized by the inability of pediatric patient’s to cooperate due to lack of the 
development of comprehension and communication skills.6 This preverbal stage 
describes infancy through two or three years of age in a child without disabilities.6 Once a 
child is able to effectively converse and follow directions then they are thought to no 
longer be in the precooperative stage and can be placed in the cooperative or 
uncooperative stage.6 A cooperative pediatric patient is able to follow directions, answer 
questions appropriately, and have “no outward signs of apprehension or reluctance”6. An 
uncooperative child may act or speak in a certain way due to fear, innate personality 
characteristics, or unwillingness to behave appropriately6, thus, posing the greatest 
difficulty for even the most skilled provider.  Conversely, ‘precooperative’, ‘cooperative’, 
and ‘uncooperative’ are “poor choices of descriptive words” and contends “that the child 
is not inherently cooperative or uncooperative, but only may appear so depending on the 
examiner’s ability to be able to engage the child and put her/him at ease” (written 
communication via E-mail, Karl Kuban M.D., S.M.Epi, December 2015). Furthermore, 
no matter how difficult the task may seem, each and every child has the potential to 
cooperate especially when PA students or providers have strategies to aid in this feat.  
In terms of quality care, the ability of a provider to have cooperation from a 
patient is vital to diagnostic evaluation as well as time management. Glynn and Drake17 
state that “children are not small adults and as such the approach to their examination is 
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different”.  Children have less of an attention span than adults, are easily distracted, and 
have less patience than most adults9.  Students are taught that it is always beneficial to try 
and use strategies to examine more than one entity when examining an adult; this is 
especially true in the pediatric population where time and efficiency are valued.  
Examples include observation of the skin while performing each portion of the physical 
exam and observing mucous membranes of the head when performing the neurologic 
examination.  Children also often anticipate or exaggerate reflexes such as the knee jerk.9 
Therefore, when assessing the deep tendon reflexes (DTR’s) use of distraction that allows 
the examiner to attain more of a true examination of a pediatric patients DTR’s is key.9 
An example of such a technique is to have the child play with a toy object, which should 
allow the examiner to appropriately test DTR’s of the lower extremity.  Being able to 
confidently and appropriately interact and engage with the pediatric patient based on their 
age or developmental stage ultimately allows for a more comprehensive and efficient 
examination. Ergo, students who are proficient in adult physical examination skills will 
still need time to learn the differences and necessary strategies for the pediatric physical 
examination.3 
Dental approach to pediatric patients 
The medical domain is not the only place where techniques are needed and/or 
taught when dealing with pediatric patients; school teachers must learn how to 
communicate and gain cooperation with children of all ages, social workers must learn 
how to interact with children with special needs, but perhaps most relevant to medical 
providers are techniques that dental providers use when working with the pediatric 
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population.  Pediatric dentists have been among the top group of providers who promote 
age-appropriate communication with children, and have been able to do so by 
implementation of management strategies. These include “verbal and nonverbal 
communication, the old ‘tell-show-do’ technique, modeling, distraction, positive 
reinforcement, flexibility, foreshadowing, visualization, relaxation, and the presence of 
parent”.20 The American Academy of Pediatric Dentistry (AAPD) released a guideline to 
educate healthcare providers, both medical and dental, parents, and others who are 
interested about the “behavior guidance techniques” that are used in pediatric dentistry.21 
The AAPD states that behavior guidance techniques are useful to “alleviate anxiety, 
nurture a positive dental attitude, and perform quality oral health care safely and 
efficiently for infants, children, adolescents, and persons with special health care 
needs”21.   These guidelines are easily transferrable to the pediatric population in a 
medical setting as the ultimate goal of the strategies is to alleviate the child’s anxiety, 
nurture a positive attitude about being examined, and teach strategies in order to perform 
quality examinations safely and efficiently.  The AAPD behavior guidance techniques 
includes evaluating the pediatric patient’s “cooperative potential” by observation of the 
child’s emotional state and assessment of the child’s developmental status.21 This strategy 
for initial evaluation is not readily translatable into textbook narrative or lecture slides. It 
is more easily understood when watching an interaction between a provider and a patient, 
either by video, or better yet, in the live clinical setting as recommended in the proposed 
curriculum.   
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The dental community stresses the importance of nonverbal communication in 
that it can both reinforce and direct behaviors of the pediatric patient through proper 
actions taken by the provider such as “contact, posture, facial expression, and body 
language”.21 Likewise, pain has a direct effect on a patient’s behavior21 especially in a 
pediatric population when a child is not able to identify the reason why they are feeling 
pain or explain their symptoms to the provider.   Students should be sensitized to the 
impact that their level of engagement, posture, facial expression and body language can 
have on the patient and vice versa.  They must also be taught to adapt in response to the 
child during the exam and to use techniques to calm the pediatric patient. 
Dental literature highlights several techniques that are applicable to interactions 
between a provider/PA student and a pediatric patient.  For one, the examiner ought to 
ask questions and participate in active and reflective listening at the beginning of the 
encounter in order to promote establishing rapport and trust21 with the verbal pediatric 
patient6,21.  For another, the examiner ought to use positive reinforcement throughout the 
interaction in order to promote cooperative behaviors21, which allow the examination to 
go more smoothly. An example includes saying ‘your teacher must be very happy to have 
you as a student because you follow directions so well’.  
Psychiatric and Behavioral Health approach to positive therapeutic relationships 
In Psychiatry, according to Gilbert22, the main components to a therapeutic 
relationship are rapport, nonjudgmental attitude, and an alliance with the patient.  Using 
these components along with strategies designed to promote pediatric patient compliance 
during a physical examination will dispel anxiety about future examinations and visits as 
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well as the current exam.  Children with Autism Spectrum Disorder (ASD) represent a 
population with heightened sensitivity to aspects of the physical examination. Children 
with ASD have “difficulty in processing and integrating sensory input”.23 The same 
challenges could be applied to any young child who is exposed to multiple unfamiliar 
faces, objects and sounds during a physical exam.  Useful strategies to engage the child 
during the examination include familiarizing the child with examination tools before 
using them, smiling frequently to seem non-threatening, and others (Table 1). 
Curricular framework 
There are many ways that the techniques and strategies for performing the 
pediatric physical exam can be categorized;  growth and development, age group, organ 
system, or behavioral guidance, among others.  These strategies are taught through 
textbooks, videos, and by word of mouth during clinical rotations, and specifically during 
the pediatric clerkship. Students would benefit from an organized, specific curriculum 
rather than relying on time-proven advice arrived at by chance. Historically, “a four-stage 
approach is often used in teaching of psychomotor and technical skills involving tutor 
demonstration, explanation and supervised practice with feedback and constructive, 
corrective critique”.24 Therefore these elements should be included in the methodology 
for effective teaching of the pediatric physical exam. 
 The curriculum should include goals and objectives because PA students are more 
apt to effectively engage in the educational task if the purpose is clear25.  This is 
especially true for those students who are interested in pursuing a career outside of 
pediatrics.  In addition, having clear written objectives helps to maintain consistency in 
	   	  
 	  	   17	  
the content that is taught to the students during the clinical experiences within the 
curriculum. When giving an overview of the curriculum, attention must be given to the 
many places where pediatric patients can be encountered and the importance of a 
thorough physical examination when determining a differential diagnosis, definitive 
diagnosis and an appropriate treatment modality.  These are critical skills that are 
foundational to the practice of medicine.  Furthermore, knowledge of strategies for 
performing a pediatric physical examination is important because it is one of the most 
difficult and anxiety provoking tasks of the clinical curriculum for PA students.   
Creating a curriculum that will prepare the PA student more effectively should 
diminish stress while improving the students’ skills, confidence and comfort levels in 
performing a pediatric physical exam.  A study by Soares et al16 found that the greatest 
predictor of students’ confidence in performing the pediatric physical exam and history 
taking was the students’ “perceived comfort with kids in a medical setting”16. If PA 
students are taught helpful ways to interact with children to make them feel comfortable 
and less afraid the student will in turn have more confidence in his/her ability to 
successfully complete the physical exam. This will then ensure the healthcare provider 
has the most accurate information in order to provide the patient with the best care 
possible. If the examiner can make the child feel more comfortable, the patient may be 
more inclined to participate in the physical examination.  
Most diagnoses are determined after a medical/psychosocial history is obtained 
and a thorough examination is performed.26 If the PA student is able to engage the parent 
or guardian in the exam, then both child and guardian will feel as though the student is 
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receptive to their needs.  For all of these tasks to be accomplished, a PA student must be 
taught techniques and skills used to efficiently perform a pediatric physical exam while 
maintaining an appropriate demeanor. Communication and examination skills are critical 
to creating a positive sick/well visit for the pediatric patient and help to gain trust from 
both the patient and the parent20.  How will PA students learn these techniques?  While 
there may be many solutions to such a question, it is important to note that to ensure 
quality care of pediatric patients, first must come proper education of all future providers. 
Faculty recruitment 
Barratt and Moyer27 stated that “in pediatrics, the faculty of the community and 
general pediatrics division are responsible for the bulk of teaching in pediatrics for third-
year medical students as well as supervision of in-patient and out-patient general 
pediatric patient care by students and residents.” Barratt and Moyer also found that most 
general pediatricians “reported teaching on work rounds and mini-lectures as their 
primary teaching modes, with a minority using formal lectures, clinical skill 
demonstration, or direction observation of trainees.”27 This may be due to a variety of 
reasons including, but not limited to, time constraints, no formal lecture time or space, 
and lack of a medical program necessitating that specific topics be taught to all students 
as a general educational experience.  Implementing a curriculum that allows pediatric 
providers to teach PA students strategies as part of their didactic curricula will establish a 
standard for all students. This should help to enhance future learning during the clinical 
year and allow the students to select techniques that are “tailored to the needs of the 
individual patient and the skills of the”21 student as a future practitioner.  Having faculty 
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members observe students while gaining clinical experience during the curriculum offers 
multiple opportunities for constructive feedback and allows the pediatric provider to 
assess the appropriateness and accuracy of the students’ pediatric physical exam 
techniques28 during “live” situations.  Having this knowledge and constructive feedback 
early on, especially before the pediatric clerkships, should allow students to get the most 
out of their rotation.  Instead of spending the beginning of the rotation learning how to do 
a physical exam or approach a pediatric patient, students can focus on honing their 
previously learned skills. 
Methods for implementation of pediatric physical examination curriculum 
Bradley and Postlethwaite24 noted that there has been a need for medical 
education reform, stressing the importance of courses in communication and clinical 
skills as well as a reduction in factual overload.24 A review of the current literature has 
shown a gap in knowledge of how to implement a pediatric physical examination 
curriculum that focuses on strategies aimed at engaging the child and alleviating his/her 
anxiety. Although the best strategies or methods for implementation are not laid out for a 
PA program per se, general medical educational literature can serve as a starting point for 
designing and implementing a physical examination curriculum that focuses on 
communicative and comforting strategies.  
In a 2013 survey by Guiot et. al3 completed by 72 medical schools, methodologies 
used to educate students in pediatric history and physical diagnostic skills (PHPDS) 
included didactic lectures, physician shadowing, hands-on with patients, pairing with 
preceptor, instructional video, and examination of newborns.3 Furthermore, Bradley and 
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Postlethwate24 suggested that, in terms of communication skills specifically, methods for 
teaching may include “small group work, role play, real patients, simulated and 
standardized patients and audio and video recordings”24.  Clark et. al29 emphasized the 
importance of interactions between students and children in settings with limited amounts 
of other people so that the student is able to closely observe the child and communicate 
with the parent, allowing the student to “become actively engaged in their learning 
experience”29.  Similarly, these authors found that small group and student-preceptor 
sessions, clinical hands-on experience with actual patients, and video based learning 
would provide the appropriate environment for productive learning of pediatric physical 
examination techniques and communication skills, and therefore should be used as the 
framework for the pediatric physical exam curriculum.  However, lecture material 
including PowerPoint and video tools should also be included and made available for 
students for personal study so that students are able to review and consolidate what they 
have learned.24 Using several different techniques to teach a formal pediatrics curriculum 
will hopefully help PA students learn, retain, practice and perform the correct skills in 
successfully dealing with pediatric patients. 
Guiot et. al3 also found that of the 72 medical schools that responded to the survey 
“85.1% concurred that medical students should be exposed to PHPDS before starting the 
clerkship”.3 These results are applicable in PA programs because PA students work 
alongside and as part of a team composed of nurses and physicians.  Indeed, both medical 
students and PA students learn under a similar model where PA and medical students are 
taught under the medical model. A core PA curriculum might include a combination of 
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pediatric didactic lectures, clinical skills workshops, preceptor shadowing and hands-on 
experience, video demonstrations, real and/or standardized patient interactions, and 
supervised newborn nursery examinations. The amount of time allotted to produce 
maximal effectiveness among these approaches is not established.  
Although 95% of pediatric clerkship directors agree that students need more time 
to learn the nuances associated with the pediatric physical exam, the majority of medical 
students have less than three hours of clinical skills training before beginning their 
pediatric clerkship.3 This limited allocation to PHPDS training may be due to limited 
instructor time, limited availability of sufficient number of motivated preceptors, the 
large number of students to accommodate, and limited allotment of time in the students’ 
curriculum3. The proposed curriculum suggests a reduction of formal lecture time, which 
should increase preceptor availability.  PA programs have to cover a large volume of 
information in a short amount of time. With careful planning, however, the pre-clinical 
course might serve as a great integration point for the broader pediatric physical exam 
curriculum.   In the United Kingdom, medical education reform has led to a 
rearrangement of elements of their “curriculum so that clinical skills learning becomes 
relevant to the theoretical learning”24, incorporating clinical skills early on as part of the 
students’ core curriculum education.  Implementation of the pediatric physical exam 
curriculum during the pre-clinical portion of the PA program curricula should take 
advantage of protected clinical time to bridge the gap between theoretical learning and 
practical application of skills used during the pediatric physical exam.24  
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Clinical setting for the pediatric physical exam curriculum 
In medical schools the primary settings for PHPDS are teaching hospitals, clinic 
settings, and private practices, in order of increasing occurrence.3 Much like the 
experience of Guiot et. al3, many PA programs and medical schools have affiliations with 
large teaching hospitals, their associated outpatient offices, and with other affiliated 
hospitals and their clinics provide ample opportunity in which students may observe 
pediatric providers and work on their skills prior to the pediatric clerkship. Furthermore, 
a limited number of PA student preceptors are needed for the proposed curriculum 
considering there are on average 47 students in a PA program30 as compared to 150 
medical students in each class31. In the end, allowing students to observe and then 
practice learned techniques should help reinforce didactics taught in the classroom.  The 
survey completed by Guiot et. al3 provides an insightful framework upon which to build 
an effective pediatric curriculum and has many practical options that can be applied to 
many PA programs. 
Similarly to the proposed curriculum, Clark et. al29 discussed the outcomes of a 
course that taught child development to medical students using an integrated approach 
with video and live dyads to preserve “the interaction and immediacy of a clinical 
encounter”29.  They found that there was a great amount of student acceptance for the 
teaching intervention and students were engaged and enthusiastic about the integrated 
approach that combined multiple strategies.29 Interestingly, students who had both the 
video and the live dyads rated their learning experiences to be comparable, but they 
generally preferred the live dyads to watching the video, perhaps because “watching a 
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video can easily become a passive exercise”.29 This information continued to show that 
multiple methods for teaching are preferable for engaging students and that having live 
interactions is an invaluable portion of the curriculum. Therefore, in the proposed 
curriculum, less time will be spent in the classroom.  Interaction with actual patients will 
best illustrate the use of age-appropriate techniques during the pediatric exam, and more 
importantly will highlight the unpredictability of the pediatric patient.   
Ultimately, the goal of the curriculum is to use a pedagogical and clinical 
approach to train PA students to perform a pediatric physical exam successfully.  
Murphy32 stated that “a feeling often cited by students is that of ‘not knowing enough’ 
and of being judged on this perceived lack of knowledge”. With proper education, 
instruction, and experience, however, students should feel more confident and less 
anxious about the pediatric physical exam.  The American Academy of Pediatrics stated 
that “PA education is highly structured and competency based, meaning that students 
must demonstrate proficiency in various areas of medical knowledge and must meet 
behavioral and clinical learning objectives”33. A standardized methodology for teaching 
PA students how to approach and gain pediatric patients participation during a physical 
examination is needed so that PA students’ education comprises all of the information 
and skills that will best serve them as future providers.  
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METHODS 
Study design 
This curriculum titled, “Pediatric Physical Exam”, is a module where PA students 
are taught age-specific developmental differences, skills, and techniques to properly 
perform the pediatric physical exam and strategies to effectively comfort a child while 
engaging him/her. 
 
Study population and sampling 
The study population will consist of pre-clinical PA students, who are at the end 
of their didactic training at BUSM. The PA program typically enrolls about 30 students 
per class.  All of the students will receive the curriculum module.  The sample size will 
be roughly 30 students. 
 
Intervention 
The intervention is to teach PA students strategies to be used during the physical 
examination of pediatric patients from infancy to age eight, and in turn, meet the needs of 
current pediatric practices.  The information will be taught through lectures, video, and 
clinical hands on observation and practice.  The course will be implemented at the end of 
the didactic year of the PA program at BUSM. 
Pediatric providers will teach all lectures and clinical skills sessions.  The 
pediatric providers will be the same as those who teach medical students at BUSM and 
currently precept BUSM PA and medical students.  
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A randomized trial with a crossover design will be used for all pre-clinical PA 
students.  Figure 1 (written communication via E-mail, Oren Berkowitz, PhD, MSPH, 
PA-C, April 2016) below shows the crossover design. 
 
Figure 1: Randomized Trial with Crossover Design for the Pediatric Physical Exam 
Curriculum.  
All PA students will take the pre-test (Appendix 2) before starting the module.  Half of 
the students will be randomized to the new curriculum and the other half will receive the 
standard curriculum.  The new curriculum will consist of a half hour of lecture and video 
time, followed by 1 hour of clinic/hospital time where the student observes a pediatric 
provider performing the pediatric physical exam on patients, and then 1 hour of 
clinic/hospital time where the PA student practices the pediatric physical exam on a 
patient under the observation of a Pediatric provider.  The standard curriculum consists of 
a pediatric lecture on early childhood development.  
All of the PA students will take the post-test (Appendix 2) at the end of their modules.  
The students will then crossover and those who received the standard curriculum will get 
the new curriculum and those who received the new curriculum will then receive the 
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standard curriculum.  All of the students will once again take the post-test (Appendix 2) 
at the end of their modules. 
Table 3: Outline of the Pediatric Physical Exam Curriculum. 
Session Learning Objectives / 
Competencies 
Location Duration 
Survey & 
Pre-test 
 Classroom 15 
minutes 
PowerPoint 
Lecture 
 
 
 
 
 
 
 
 
 
Video 
1. To differentiate the 
challenges in performing a 
pediatric PE as compared to 
that of the adult PE. 
2. To identify how the skills 
used in a pediatric PE will 
vary according to the age and 
development of the pediatric 
patient. 
 
1. To recognize skills and 
techniques unique to the 
pediatric population and how 
these may change in 
accordance with the age and 
development of the child. 
Classroom ½ hour, 
20 
minutes 
for 
lecture, 
10 
minutes 
for video 
Clinical 
Experience 
 
1. To analyze and evaluate 
skills and techniques unique 
to the pediatric population 
through the direct 
observation of a pediatric 
physical exam.  
Healthcare 
facility*  
1 hour 
total 
Clinical 
Experience & 
Pediatric 
Provider 
evaluation of 
PA student 
1. To complete a physical exam 
on a child using appropriate 
techniques under the 
supervision of a pediatric 
provider. 
2. To implement skills 
applicable to preventing or 
alleviating distress in a 
pediatric patient and gaining 
cooperation during the 
pediatric PE  
Healthcare 
facility*  
1 hour 
total 
Post-test &  Classroom 15 
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Student 
evaluation of 
module and 
self-
assessment 
minutes  
*Hospital, ED, UC, Outpatient clinic depending on provider recruitment and availability.  
 Below is a table discussing each session that will be held as part of the pediatric 
physical exam curriculum and the topics that will be covered in each session. 
Table 4.  Summary of Session Topics in the Pediatric Physical Exam Curriculum. 
 
Session Topics to be covered 
PowerPoint Lecture and  
Video 
• Developmental differences from birth to 8 years 
• How to approach pediatric patients in non-threating 
ways. 
• Techniques used to appropriately examine pediatric 
patients. 
• Techniques for using parents or guardians to help the 
child cooperate. 
• Importance of remaining adaptable while performing 
PE based on the child’s emotional or physical 
condition. 
• Strategies for examining pediatric patients pertaining to 
different age groups. 
Clinical Experience • Direct observation of pediatric physical exam. 
Clinical Experience  • Effective completion of pediatric physical exam for 
different age groups using strategies taught throughout 
course as well as students own techniques. 
 
Assessment 
Table 5 lists the assessments that will be used and the timeline for which the 
assessment is supposed to occur.  
Table 5.  Assessment Table. 
 
Timeline Assessment 
Prior to intervention 1. Survey (Appendix 1) 
o Demographics 
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o Comfort level with children 
2. Pre-test (Appendix 2) 
o Baseline knowledge of pediatric physical exam 
During the intervention 1. Evaluation (Appendix 3) 
o Preceptor evaluation of student’s pediatric 
physical exam 
After the intervention 1. Student evaluation of module and self-assessment 
(Appendix 4) 
o Self-perception of skills and confidence level 
with the pediatric physical exam  
o Student evaluation of the module 
2. Post-test (Appendix 2) 
o Acquired knowledge of pediatric physical exam 
After crossover 1. Student evaluation of module and self-assessment 
(Appendix 4) 
o Self-perception of skills and confidence level 
with the pediatric physical exam  
o Student evaluation of the module 
2. Post-test (Appendix 2) 
o Acquired knowledge of pediatric physical exam 
  
Study variables and measures  
Table 6. Study Variables and Measures. 
Demographics & baseline survey • Age 
• Gender 
• Prior experience with children 
• Comfort level with children 
• Prior experience performing a 
physical exam on a child 
• Comfort level with pediatric patients 
Pre-test • Strategies to reduce anxiety 
• Pediatric physical exam sequence 
• Strategies to gain cooperation 
• Benefits to parent/guardian being in 
exam room 
• Strategies when child is not engaged 
in exam 
Post-test • Repeat pre-test questions 
Repeat post-test  • Repeat pre-test questions 
Clinical evaluation • Approach to pediatric patient 
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• Adaptability of student during exam  
• Skills for gaining cooperation of 
child 
• Appropriate techniques used based 
on age/development 
• Effectiveness of pediatric physical 
exam 
Student evaluation of module & self 
assessment 
• Comfort level with pediatric 
physical exam 
• Success with performing the 
pediatric physical exam 
• Number of pediatric physical 
exam’s observed 
• Number of pediatric physical 
exam’s practiced 
• Quality of the clinical site 
• Quality of the instructor 
• Benefits of the curriculum 
 
Data analysis 
Descriptive statistics will be used to characterize the PA students by their demographics 
such as age, gender, and their previous clinical/professional experience with the pediatric 
population and their demographics. SAS 9.3 (Cary, NC) will be used to perform 
quantitative analyses.  
An analysis of variance (ANOVA) will be performed for multiple comparisons 
between pre and post-tests between both cohorts. Calculation of mean, standard 
deviation, median and range will be calculated when needed.  Correlations between prior 
clinical work with pediatrics, educational experience, knowledge acquisition, and 
demonstrated competencies will be explored using Pearson’s and Spearman’s correlation 
coefficient when appropriate.  Multivariate analysis using multiple logistic regression 
analysis will be performed if significant correlations are found in order to adjust for 
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potential cofounders.  A stratified analysis will be performed if any baseline factors are 
found to be strong confounders. 
Timeline and Resources 
Table 7. Timeline for the Pediatric Physical Exam Curriculum. 
 
Winter/Spring Development of Summer curriculum 
Summer Prior experience survey 
Pre-test 
Randomization 
New curriculum Standard curriculum 
Student evaluation of module and self-assessment 
Post-test 
Crossover 
Standard curriculum New curriculum 
Student evaluation of module and self-assessment 
Post-test 
Curriculum completion 
Study completion 
 
Institutional Review Board 
The study protocol will be submitted for IRB exemption for educational studies to the 
Boston University Medical Campus IRB under 45 CFR 46.101 (b) criteria.  A full IRB 
protocol will be submitted for expedited review if the IRB does not agree to approve the 
exempt status. 
Budget 
Table 8. Budget for the Pediatric Physical Exam Curriculum. 
Line Item 
Administrative Support 
• Clerical 
• Data entry 
• Statistical consulting 
Supplies and Expenses 
• Video of provider performing pediatric physical examinations showing 
techniques used to aid in comfort and cooperation. 
Communication 
• E-mail 
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• Phone conference 
• Meetings 
Pediatric Provider Costs 
• 20 minutes of lecture + 10 minutes of video 
• 1 hour student observation 
• 1 hour clinical practice 
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CONCLUSION 
Discussion 
This study focuses on PA student competency and comfort level in performing the 
pediatric physical exam.  The anticipated educational outcomes of the training using this 
curriculum include acquisition of child development knowledge and competency in using 
age-appropriate strategies during the exam to help the child to feel comfortable and 
willing to participate. After completing the curriculum training the learner will be able to 
successfully and effectively perform a pediatric physical examination.  
This curricular training focuses on the beneficial relationship between 
clinicians/practitioners who teach and students that still have much to learn.  Clinicians 
take on the responsibility of teaching students and students must invest time to learn.  
Learning the nuances of the pediatric physical exam is necessary didactic training.  This 
curriculum uses a multi-faceted approach to teach basic pediatric knowledge as well as 
communication skills that will only benefit the PA student and ultimately lead to better 
patient care.  
A limitation of this study is the small population size of the PA program, with the 
average class size at BUSM being around 30 students, this does however help with the 
obstacle of getting clinical sites and available pediatric providers for a smaller amount of 
students. In this study, the subjective experience of the participants is important in 
measuring the outcome of the curriculum, but the primary objective in designing the 
curriculum is to help students retain and use the information that was presented in the 
Pediatric Physical Exam curriculum and in the future as providers.  This study also aims 
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to try to determine if the methods used for implementation of a pediatric physical exam 
curriculum are effective for teaching communication skills and physical exam strategies 
to PA students. One anticipated obstacle is that it is known that not every PA student will 
have the exact same experience during his/her pediatric clinical observation and clinical 
practice depending on the setting, patient population, etc. but it is hoped that the 
experiences are relatively similar.  With this understanding, a post curriculum 
questionnaire (Appendix 4) will be administered after the training to determine if the 
ability of the site to provide sufficient patient volume or the quality of the instruction 
given by the pediatric provider during the clinical experience had any impact on the PA 
students’ competencies.  
 In the future this curriculum training may be implemented in other PA programs 
and medical schools.  This curriculum training may also influence more students to 
pursue a career in pediatrics or a pediatric sub-specialty.  Likewise, being involved in this 
curriculum may inspire students to become preceptors and/or involved in teaching at 
academic medical centers in order to educate other students about the importance of 
communication skills and the nuances of the pediatric physical exam. 
 
Summary 
Designing a curriculum to teach PA students the knowledge and skills necessary to 
effectively perform a pediatric physical examination is no simple task, especially given 
that many PA programs may not have access to multiple pediatric providers to provide 
lectures, clinical experiences, and evaluate students.  Poor strategies and communication 
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skills used when interacting with pediatric patients during the physical exam may result 
in underperformance by PA students and new providers, which can be taxing for them 
and a potential risk for pediatric patients. The American Academy of Pediatrics33 stated 
that “PA education is highly structured and competency based, meaning that students 
must demonstrate proficiency in various areas of medical knowledge and must meet 
behavioral and clinical learning objectives”33.  Successful completion of the Pediatric 
Physical Exam curriculum training will give the PA students relevant didactic and 
clinical training for this population, which will make them better prepared to examine and 
care for children.  
It is hoped that this study confirms the importance of a pediatric physical exam 
curriculum in training competent PA’s. The curriculum combines age-appropriate 
strategies and strategies for comforting a child so as to effectively perform the pediatric 
physical exam and is geared towards successful child-provider interaction. This study 
used clear written learning objectives, a lecture and a video for learning, and live clinical 
experiences with providers and pediatric patients. A standardized evaluation, 
questionnaire, and test, will be used to evaluate the competencies of the students and the 
curricular design that meet, if not exceed the expectations of the ARC-PA as well as 
those given as part of BUSM PA program pediatric clerkship rotation. 
 
Clinical and/or public health significance 
The aim of this study is to show that students who have taken part in the Pediatric 
Physical Exam curriculum have a better understanding of the differences between adult 
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and pediatric physical examination, and have more confidence and comfort in performing 
and completing a pediatric physical exam. If our aim is achieved, then we anticipate that 
this curriculum will be implemented as a standard component of the BUSM PA program.  
Additionally, the results of this study may influence curricular development in other PA 
and medical programs with the consequence that PA students more broadly will become 
better pediatric diagnosticians, clinicians, and caregivers. 
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APPENDIX 
APPENDIX 1 
Survey to be Completed Prior to Beginning Intervention. 
 
Question Answer Choices 
Which gender do you identify with? Male 
Female 
What is your age? Write your age here: 
Have you had prior experience with a 
pediatric patient in a clinical setting? 
Yes 
No 
Have you performed a physical 
examination on a child before? 
Yes – if so proceed to next question 
No 
How comfortable are you examining 
pediatric patients? (skip if answered no 
above) 
Not comfortable at all(0)Very comfortable(5) 
0          1             2               3              4         5 
What are you experiences you have had 
with children in the past? Circle all that 
apply 
I am a parent/guardian 
I have younger siblings 
Babysitting/nannying 
Daycare 
Coach 
Camp counselor 
Cared for children in clinical setting 
Shadowed in clinical setting with children 
Teaching 
Volunteer work associated with children 
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APPENDIX 2 
Short Answer Questions for Pre and Post Test for Pre-clinical PA Students.  
Question # Short Answer Question 
1 What are some strategies that can be used to make a pediatric patient not 
feel threatened during an encounter and while performing the examination? 
2 What is the sequence of events that a PA student should proceed in when 
performing a pediatric physical exam?  Are these set in stone? 
3 What are some strategies that you could use to gain cooperation from a 
pediatric patient during a physical examination 
4 What benefit can a parent or guardian be during the pediatric physical 
examination? 
5 What should you do if the child is not engaged during the physical 
examination? 
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APPENDIX 3 
Pediatric Provider Evaluation of PA Student During Clinical Experience.  
Task Evaluation (circle one) 
Approach to pediatric patient Unsatisfactory      Satisfactory       
Excellent 
Adaptability of the student to adapt 
to situation while performing 
physical examination  
Unsatisfactory      Satisfactory       
Excellent 
Skills and techniques used to comfort 
pediatric patient Unsatisfactory      Satisfactory       Excellent 
Age and development appropriate 
techniques used 
Unsatisfactory      Satisfactory       
Excellent 
Ability of the student to get pediatric 
patient to cooperate with physical 
exam 
Unsatisfactory      Satisfactory       
Excellent 
Effectiveness of pediatric physical 
exam 
Unsatisfactory      Satisfactory       
Excellent 
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APPENDIX 4 
Student Evaluation of Module and Self-assessment Questionnaire.  
 
Question Answer Choices (Circle one) 
How comfortable are you examining 
pediatric patients? 
Not comfortable at all (0)  Very comfortable (5) 
0          1              2             3              4             5 
About how many pediatric physical 
exams did you observe being done by 
another provider during the Pediatric 
Physical Exam curriculum you 
received? 
0    1    2     3      4      5     6     7     8     9     10 + 
About how many pediatric physical 
exams did you perform yourself during 
the Pediatric Physical Exam 
curriculum you received? 
0    1    2     3     4      5     6     7     8     9     10 + 
Rate the ability of the site to provide 
sufficient patient volume. 
Very Poor (0)                                 Excellent (5) 
0           1             2             3              4             5 
 
Did not attend a site to visit pediatric patients 
Rate the quality of the instruction 
given to you by the Pediatric provider 
during your clinical observation 
regarding skills/techniques to use 
when performing the pediatric 
physical exam. 
Very Poor (0)                                  Excellent (5) 
0           1             2             3              4             5 
 
Did not attend a site to visit pediatric patients 
Rate the quality of the instruction 
given to you by the pediatric provider 
during your clinical experience 
regarding skills/techniques to use 
when performing the pediatric 
physical exam. 
Very Poor (0)                                  Excellent (5) 
0           1             2             3              4             5 
 
Did not attend a site to visit pediatric patients 
You feel as though you were 
successful in completing ___ amount 
of the physical exam towards the end 
the Pediatric Physical Exam 
curriculum you received. 
Did not complete any (0)         Completed all (5) 
0           1              2             3              4             5 
Mostly, the pediatric patient ________ 
while you were performing the 
pediatric physical exam  
Cried all the time (0)                   Never cried (5) 
0            1              2             3              4            5 
 
Did not perform any physical exams on 
pediatric patients 
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Mostly, the pediatric patient ________ 
while you were performing the 
pediatric physical exam 
Never engaged (0)              Always engaged (5) 
0           1              2             3              4            5 
 
Did not perform any physical exams on 
pediatric patients 
Do you feel as though the Pediatric 
Physical Exam curriculum you 
received made you feel more 
comfortable when examining pediatric 
patients? 
Not comfortable at all(0)  
Always comfortable(5) 
0           1              2             3              4            5 
Do you feel as though the Pediatric 
Physical Exam curriculum you 
received gave you sufficient strategies 
to use when examining a pediatric 
patient? 
Strategies not useful(0) 
Strategies very useful(5) 
0           1              2             3              4            5 
Did you use strategies that you had 
learned in the Pediatric Physical Exam 
curriculum you received when you 
were performing the exam? 
Strategies never used(0) 
Strategies always used(5) 
0            1              2             3              4            5 
 
Did not perform any physical exams on 
pediatric patients 
Rank the sessions from most helpful 
(1) to least helpful (4) for giving you 
the appropriate strategies for 
performing the pediatric physical 
exam or write N/A next to the session 
if you did not receive it as part of your 
training 
PowerPoint Lecture 
Video session 
Observation session in clinic/hospital 
Practice in clinic/hospital 
 
Do you feel as though the Pediatric 
Physical Exam curriculum you 
received prepared you well for your 
pediatric clerkship? 
Did not prepare well(0)     Prepared very well(5) 
0            1              2             3              4            5 
Do you feel that the Pediatric Physical 
Exam curriculum you received is a 
beneficial curriculum and should be 
continued? 
Not beneficial at all(0)           Very beneficial(5) 
0            1              2             3              4            5 
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